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{G 000} INITIAL COMMENTS {G 000}

 This was a revisit for the recertification 

completed October 22, 2013, that resulted in an 

extended survey.

Survey Dates: 11-25-13.

Facility Number: 6663.

Surveyor:  Janet Brandt, RN, PHNS.                 

Skilled unduplicated census:  34.

Homepointe Healthcare continues to be 

precluded from providing its own home health 

aide training and competency evaluation program 

for a period of two years beginning October 28, 

2013, to October 28, 2015, for being found out of 

compliance with the Condition of Participation 42 

CFR 484.30 Nursing Service.   

Homepointe Healthcare is in compliance with the 

Conditions of Participation 42 CFR part 484.
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